SUMMARY: This case report describes the rare complication of necrotising fasciitis of the right thigh and calf after drainage of an ischiorectal abscess. The important early symptoms and signs of this life threatening infection, and the need for urgent treatment with aggressive surgical debridement and broad spectrum antibiotics, are emphasised in order to facilitate early recognition and prompt initiation of the appropriate therapy in future cases.
mained an inpatient for 38 days; he then received out· patient physiotherapy for six weeks, followed by a month's intensive inpatient physiotherapy at the Army Rehabilitation Unit at Sacs!.
At final review 15 months after admission, he was left with a barely perceptible weakness of tibialis anterior, resulting in a minimal equinus deformity. Despite this, he had regained his normal fitness and had passed his Basic Fitness Test and Combat Fitness Test in boots,
Discussion
NecroLising fasciitis is defined as "an uncommon infection characterised by extensive necrosis of the deep fascia, which is usually rapidly progressive and often fatal. The necrosis is primarily limited to the fascial planes, the deep fascia being ragged, grey and malodorous, with runnels of liquefied fat, necrotic fascia and pus extending out beneath apparently normal skin"(I) .
There are several synonyms for this infection, namely Meleney's Haemolytic Streptococcal Gangrene (2), Streptococcal Necrolising Fasc!!t is, gangrenous erysipe las. nccrotising erysipelas , and hosp ital ga ngrene. H;tcmolyti c and anaerobic Streptol:occi arc the usual causative orga nisms, dosely followed by Coli fofms and Bocleroides.
There are two main methods by which infection can spread from the abdomen or pelvis into the thigh (3). The first is by direct soft tissue invasion , which would cause obvious perineal erythema, induration and blistering. The other method of spread is via the natural openings in the pelvic wall: 1) along the psoas muscle within its fascia! sheat h , 2) through the femoral canal beneath the inguinal ligament, 3) via the obturator foramen, and 4) through the greater sciatic foramen along the sciatic nerve into the buttock and thigh posteriorly, This was the route in this patient, and has only rarely been reponed (4) (5) (6) (7) .
This patient is the first recorded in whom necrotising fasciilis has spread from an ischiorectal abscess through the greater sciatic foramen down to the popliteal fossa and ankle. and then tracked anteriorly through the adductor hiatus back 10 the inguinal ligament a longs ide Ihe femoral vessels, and moreover has survived. group.bmj.com on November 2, 2017 -Published by http://jramc.bmj.com/ Downloaded from
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The presenting symptom in this patient was severe pain in the popliteal fossa, with inability to weight bear, associated initially with a very localised region of tenderness, redness and slight swelling, and an elevated temperature. It has been stressed elsewhere (1, 3, 8) that any patient who complains of leg pain (other than calf pain) after an intra-abdominal or pelvic surgical procedure, especially for sepsis, should be viewed with suspicion, for this has been recognised as a mode of presentation of necrotising fasciitis spreading down from above.
Necrotising fasciitis often presents at a site distant from the source of infection, being separated there from by healthy skin, and this can be a diagnostic pitfall. Therefore, once necrotising fasciitis is recognised at any site one must seriously consider incising extensively through healthy skin down to deep fascia in order to trace the infection to its source.
Conclusion
Delay can be fatal. The principles of treatment (9-12) are early recognition of the condition, aided by awareness of the possibility of this complication following surgery for sepsis, aggressive surgical debridement and broad spectrum antibiotic therapy. Under GA, radical excision of all necrotic tissue is essential, with healthy skin being incised to exclude underlying necrosis, and if necessary excising overlying skin and subcutanous tissues. This should be followed by mandatory re-exploration at 24 hours, wound toilet with saline solution, hydrogen peroxide and povidone iodine, and further changes of dressings as required, with plastic surgery if necessary to achieve skin cover once infection is fully controlled. High dose intravenous antibiotic therapy should ideally consist of a combination of metronidazole, benzylpenicillin and a cephalosporin or gentamicin. Betadine irrigation as described was successful in this patient and we recommend it.
